Summary. A new triple osteotomy, polygonal pelvic osteotomy (PPO),
Introduction
Numerous methods have been described for enlarging the acetabular roof in hip dysplasia. In 1891, KOnig improved a shallow acetabulum by reflecting the outer cortex of the ilium downwards to the joint capsule [10] ; later acetabuloplasties have been described by Albee [1] and Jones [9] in the United States, and in 1927 by Lance [13] . Before that, Spitzy had developed a grafting procedure [16] . None of these methods produce a biomechanical improvement or enlarge the actual acetabulum. The osteotomy described by Chiari divided the pelvic ring and combined acetabuloplasty and displacement [3] . Salter achieved redirection of the acetabulum in younger children by his innominate osteotomy [15] and prepared the way for triple osteotomies. During the past two decades, multiple osteotomies have been used with increasing frequency. [19] , and finally Ganz [6] have been used more often. Difficulty in planning the exact angle of displacement and the plaster cast immobilisation after operation were the main disadvantages of these major procedures. The so-called dial osteotomy was first described in 1970 by Eppright [5] and comes closest to the polygonal pelvic osteotomy (PPO), since the acetabulum is turned like the dial of a telephone. None of these operations uses an angled cut at the roof of the acetabulum as is done in the PPO. Immediate mobilisation after a triple pelvic osteotomy stabilised by a compression plate in dogs [4] led to the development of a similar procedure in man. Exact planning and the stability 
e n s a t e for the s c a l e o f the o p e r a t i o n . T h e m e t h o d , u s e d in f o u r cases, w a s p r e s e n t e d f o r the first t i m e in 1989 [11].

M e t h o d
Theoretical considerations and technical principles
The redirection of the acetabulum in PPO is a rotation round an axis which is the same as that of the pubis (Fig. 1) . The displacement produces rotation of the acetabulum in an anterolateral direction. Depending on the anatomy of the pelvic ring, the angle formed with the frontal plane is 45 ° in men and 55 ° in women, so the femoral head is also covered anteriorly. The length of the leg is not changed. The osteotomy allows close bone contact in the area of the pubis and iliac wing after rotation, and the pelvic fragments are locked without interposition of bone grafts. A specially shaped compression plate and the angled osteotomy result in stable osteosynthesis without any alteration of the cotrection. The displacement angle is 38 ° so the CE angle is improved by 22 ° in females and 27 ° in males. A calculated flexion loss of 27 ° and 31 °, respectively, has to be accepted. The size of the template can be established in a modified false profile radiograph (Fig. 2) and the improvement in cover achieved by the displacement angle of 38 ° can also be shown. Because the pubis is tilted towards the frontal plane by 45 ° in men and 55 ° in women, the false profile exposure is done with a wedge of 45 ° and 55 ° respectively (Fig. 3) . As shown in the cranial transverse plane projection, the rotation of the acetabulum may increase the area of contact by 20%. Since the rotation is in the axis of the superior pubic ramus, the acetabular fossa will not be in the area of loading in either one-or twolegged stance (Fig. 4) .
The indication for the PPO is limited by the size of the acetabulum. Dysplasia with a CE angle of +20 ° to -10 ° can be treated satisfactorily; if the dysplasia is more severe, sufficient cover cannot be achieved and with a greater angular displacement the acetabular fossa would be moved into the load-bearing area. In these cases with grade III and IV dysplasia [21] , we still use the Chiari pelvic osteotomy.
Surgical technique
The patient is placed in a lateral position with the leg freely moveable and can be turned forwards or backwards. Three skin
